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Sports Sous-Marins) sought to issue guidelines in order to allow heart valve
patients with moderate valve disease to be fit to dive after a careful evaluation.
Heart valve diseases increase the cardiac hemodynamic strain. However,
certain moderate valve abnormalities may allow sports activities and particu-
larly scuba diving. A comprehensive evaluation of the valve disease and its
consequences on left ventricular function and pulmonary artery pressure at
rest and, if possible, at exercise is necessary to decide on the ability of prac-
ticing recreational scuba diving, which may be considered exclusively in
asymptomatic patients. Exercise evaluation is essential in valvular stenosis
and should be recommended in valvular regurgitation. 
Diving may be allowed in moderate valve disease with normal LV function
and pulmonary artery pressure, excluding patients with arrythmias. Moderate
mitral valve disease with atrial fibrillation should meet specific conditions and
limits to allow underwater activities, on an individual basis. Diving may be
resumed after valve surgery with normal LV function. However, valve pros-
thesis require particular caution, especially for oral anticoagulation management.
We present the Guidelines issued by the FFESSM regarding fitness to dive in
heart valve patients. Thes recommendations have been established according to
ACC/AHA/ESC Guidelines for physical activities and competitive sports.
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Purpose: Pursuing a regular physical activity following a rehabilitation
program seems necessary to maintain its acquired benefits. Although rehabil-
itation benefits are many and well documented, there is little information on
the fate of patients after rehabilitation. So the aim of this study was to examine
the influence of maintaining the recommended physical activity after cardiac
rehabilitation on arterial compliance, physical capacity and weight.
Methods: 42 patients were included in the study. The Dijon physical
activity score was employed to identify two groups: 20 sedentary patients
(SG) and 22 active patients (AG). Small artery elasticity indices (in ml/mmHg
x 10) were measured using the HDI/PulseWaveTM CR-2000 tonometer and
the physical capacity was determined with a 6-minutes walk test (6MWT).
Patients were evaluated at the beginning (T0), end (T1) and 18.3±5.3 months
after their cardiac rehabilitation (T2).
Results: At T0, no significant difference was observed between both
groups except for the distance performed at the 6MWT (p=0.022). The dis-
tance performed at the 6MWT increased significantly with rehabilitation for
SG (p=0.017) and remains stable for AG. For SG, at T2 compared to T1, the
arterial compliance and the distance performed at the 6MWT decreased
(p<0.001) and the weight increased (p<0.05). For AG, there was no significant
change in arterial compliance, in distance at the 6MWT and in weight between
T1 and T2. Lastly, at T2 in comparison with T0, the arterial compliance was
lower (p=0.013) and the weight was higher (p=0.021) for SG.
Conclusion: This study shows that pursuing physical activity following
cardiac rehabilitation allows counteracting the worsening of cardiovascular
markers and risk factors such as arterial compliance, physical capacity and
weight. Therefore, physical activity following cardiac rehabilitation must be
considered to be central in the management of cardiovascular risk.
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Echocardiography of endurance athletes has demonstrated a substantial
increase in left ventricular mass with no disturbance of diastolic function as
assessed by the E/A ratio. Few studies describe right ventricular adaptation in
athletes.
Purpose: We evaluated right atrial (RA) contractility, right ventricular
(RV) diastolic and systolic function in endurance athletes and compare with
male sedentary subjects.
Methods: 20 endurance athletes (n=17 football soccer, n=1 triathlete, n=1
basket ball, n=1 professional automobile driver) and 21 sedentary subjects
were studied. All subjects were male, aged 18-35 years and free of cardiovas-
cular disease. An echocardiographic examination was performed using Philips
IE33. Aa of RV was regarded as the parameter of RA contractility.
Results:
Conclusion: RV dilatation in athletes was associated with a normal ratio
RV/LV and normal RV systolic and diastolic functionc. RV E/Ea, reflect of
right atrial pressure was higher in athletes.
Athletes Controls p
Age (years) 22,7+/–5,3 25,3+/–5,1
Body surface area (m²) 1,9+/–0,1 1,9+/–0,13
Heart rate (bpm) 59,4+/–7,9 69+/–9,9 <0.01
LV analysis:
BMI 23+/–1,8 23,4+/–2,6
LVIDd (mm) 52,7+/–4,1 50,5+/–2,8 0,08
RV analysis
LV masse (g/m²) 115,7+/–32,8 90,3+/–15,1 <0.01
LA diameter (mm) 36,6+/–3,7 36+/–3,9
LA area (cm²) 16,7+/–3,6 14,9+/–2,2 0,05
E (cm/s) 83,7+/–13,4 82,7+/–17
A (cm/s) 50,9+/–8,8 52,6+/–11,5
DT (ms) 164,4+/–43,9172,8+/–44,4
Ea (cm/s) 19+/–3,3 17,3+/–3,3
E/A ratio 1.7+/–0.3 1,76+/–0,69
E/Ea ratio 4.5+/–1 4,98+/–1,37
LV EF % 59+/–3,5 63,8+/–3,4 <0,0001
RA area (cm²) 16,3+/–3,4 15,4+/–2,5
RV EDD (mm) 32,4+/–5,7 29+/–3,5 0,03
RV/LV parasternal 
view
0,62+/–0,08 0,64+/–0,23
RV/LV 4view 0,8+/–0,09 0,75+/–0,11
RV end diastolic area 26,6+/–3,8 22,9+/–4,5 0,01
RV end systolic area 13,7+/–3,8 13,1+/–9,1 0,04
TV E cm/s 57.6+/–12 58,9+/–7,7
TV A cm/s 36.2+/–5 38,2+/–9,3
TV E/A ratio 1,6+/–0,4 1,6+/–0,34
TV TD ms 153,1+/–23,8159,2+/–53,8
TV Aa (cm/s) 10.4+/–3.2 10.1+/–2.5
TV Ea (cm/s) 11,3+/–3,4 13,4+/–3,7
TV E/Ea ratio 5,4+/–1,4 4,7+/–1,3 0,03
RV FAC (%) 50+/–8 52+/–11
Sa (cm/s) 14,3+/–1,7 14,1+/–2,1
PAT (ms) 153,1+/–23,8137,3+/–15,6 0,02
PASP (mmHg) 23,1+/–3,2 24,1+/–4
